in the deeper portion. I have only used the galvano-cautery for fibrous tonsils, where the crypts are few: I do not advise it in the cryptic type. The escharotic paste does not block up the openings of the crypts, whatever size they are, and it is astonishing what the escharotic paste will do in getting at the deeper parts and causing shrinkage of the tonsil. With regard to statistics, I have not only put forward Morell Mackenzie's statistics, but also those of Fourni6 and Ruppanner. The latter had a great reputation in New York in the sixties, and had a large clientele in connexion with the reduction of tonsils. My own experience belongs mostly to the days before I was a specialist, and before I knew how to use a guillotine, or to enucleate. But I have done certainly fifty cases, and the results were satisfactory in every case. The cases were very mixed, both in regard to age and type of tonsil. Speaking generally, one may say that this paste method can be used in every type of tonsil, but the cases in which in my opinion it should be employed are those in which it is not considered advisable to perform enucleation. My paper only deals with those cases which are unsuitable for tonsillectomy. The galvano-cautery causes a good deal of pain, whereas there is pracfically no pain with this method, especially if the patients are carefully prepared with cocaine before applying the paste. In answer to Mr. Rose, my experience is, that where it is necessary to destroy the tonsilla? tissue lying under cover of the palate, it can be reached quite well with my instrument. My experience of complete enucleation of the tonsil by dissection or guillotine compared with incomplete tonsillectomy is that if bleeding occurs, it is much easier to control: if any vessels are spurting, you can easily pick them up and tie them.
Dr. IRWIN MooIE showed his instruments and demonstrated the method of application. He said: All you require to do is press the patient's tongue down with a spatula for from five to ten seconds while applying the paste. The important thing is the mixing of the powder with alcohol to get the right consistency. You can watch the changes taking place on the tonsil; at first it shows a blood red patch, which rapidly becomes dark. Before the patient leaves your consulting room the paste has done the first stage of its work. 
Pharyngeal Diverticula with Notes of Two Cases-in one the

Section of Laryngology
(3) Advances in our knowledge of the parts affected and in our methods of diagnosis. (4) Various methods of treatment other than excision.
(5) Waggett's, Mosher's, Hill's and Grant's cases and tables from the Mayo Clinic. (6) Views as to the best operative treatment for these cases.
Case I.-G. W., male, aged 70, first seen in Noveuber, 1913, when he came to hospital with the diagnosis of malignant stricture, and with the history of difficulty in swallowing, and regurgitation of food for over two years. He was stated to have lost much weight, scaling at this time 7 st. 12 lb. On examination a variable swelling was detected low down in the neck on the left side. The cesophagoscope very readily. entered a large pouch, but the cesophageal opening was very difficult to find, but, once found, the absence of stricture was demonstrated. After preliminary cleansing of the inouth and pouch, the pouch was removed on December 3, 1914, the operation being performed under local aneesthesia.' A feeding tube was passed into the stomach during the operation and retained, the neck of the sack was sewn up (two layers of sutures), the wound in the neck drained. Patient suffered much from cough, and a slight leakage of food took place through the wound on the fifth day. The fistula closed and the patient slowly but steadily gained strength. Dr. Jordan's X-ray report made just before patient left hospital on January 30, states: "A thick bismuth emulsion passed through the cesophagus with perfect freedom, and there was no obstruction or deviation at the seat of the former pharyngeal pouch." In 1917 he came to hospital quite well, and had gained 3 st. in weight; he swallowed without difficulty, and there was no evidence of recurrence on examination with the cesophagoscope. Only a slight puckering was vi6ible at the site of the excision.
Case II.-P. W., male, aged 70. Seen in consultation with Mr. Woakes, who assisted me at the operation. Patient was feeble and emaciated, tired out by the constant regurgitation of food and drink, sleepless, irritable, and depressed. The case was diagnosed as one of pharyngeal pouch, this was confirmed by an X-ray photograph and cesophagoscopy: no stricture could be found. April 30, 1914: Pouch was removed under general ancesthesia, and its neck sewn up. A feeding tube was passed through the mouth into the stomach. Patient was very restless and tolerated the tube badly, and it had to be finally removed on the sixth day. A fistula formed, a little mlilk coming through the wound, which was well drained. The leakage, however, soon ceased, and on May 27 patient left hospital, able to swallow well, and rapidly gaining weight and strength. Inquiry in March of the present year elicited the reply that he was able to go out and about, and could swallow all right.
DISCUSSION.
Captain E. F. RISDON, C.A.M.C.: Did the taking out of the tube on the sixth day make any difference ? It seems that the feeding tube was kept in much longer than necessary, and I have been surprised to find how well the patient could swallow food of a semi-solid nature.
Dr. KELSON (in reply): It did not appear to make any difference.
Dr. IRWIN MOORE: With regard to the successful results obtained in these two cases, the case in which removal of the pouch was carried out under local anesthesia constitutes a record. I have extensively searched the literature of pharyngeal diverticula and have not come across a case done under local anresthesia. I show skiagrams of similar conditions in two elderly ladies, with pouches of early type. Both these cases have been treated on bygienic and dietetic principles: I advised no operation, but recommended that they should take plenty of time over their meals. The results have been most satisfactory. I also show drawings of well known specimens from the Royal College of Surgeons. In one of these cases a bougie was accidently passed through the pouch, followed in forty-eight hours by the death of the patient from acute mediastinitis. It is surprising to find how thin the sac is, especially its lower portion; it is like tissue paper and consists of mucous membrane only. The fatal issue in this case should be a warning not to use the bougie, and it also, indicates that great care is necessary in using the cesophagoscope in those cases in which a diverticulum is suspected. WESTENHOEFFER originally regarded the sphenoidal sinus as the origin of the infection of the meninges. Our observations were made at the Cerebro-spinal Fever Camp at Netley. Sphenoidal empyema was found (1) in recent acute cases, (2) in relapsing phases of the disease.
Sphenoidal Sinus Empyema in
(1) In three acute cases abscess was located and the sinus drained. Slight exacerbation of symptoms followed and all three died: post mortem, extensive involvement of the whole pia arachnoid was found.
